IMPORTANT NOTICE

LL1 THISAGENCY IS REQUESTING DISCLOSURE OF INFORMATION
THAT ISNECESSARY TO ACCOMPLISH THE STATUTORY
2005 PURPOSE AS OUTLINED IN 210 ILCS 45/3-208. DISCLOSURE
STATE OFILLINOIS OF THISINFORMATION ISMANDATORY. FAILURE TO PROVIDE
DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES ANY INFORMATION ON OR BEFORE THE DUE DATE WILL
FINANCIAL AND STATISTICAL REPORT FOR RESULT IN CESSATION OF PROGRAM PAYMENTS. THIS FORM
LONG-TERM CARE FACILITIES HASBEEN APPROVED BY THE FORMS MANAGEMENT CENTER.

(FISCAL YEAR 2005)

l. IDPH Facility ID Number: 0020404 1. CERTIFICATION BY AUTHORIZED FACILITY OFFICER
Facility Name: WILLIAM L DAWSON NURSING HOME
| have examined the contents of the accompanying report to the
Address: 3500 SOUTH GILES AVENUE CHICAGO 60653 State of lllinois, for the period from 01/01/2005 to 12/31/2005
Number City Zip Code and certify to the best of my knowledge and belief that the said contents
are true, accurate and complete statements in accordance with
County: COOK applicable instructions. Declaration of preparer (other than provider)
is based on all information of which preparer has any knowledge.
Telephone Number: ( 312) 326-2000 Fax # (312) 326-5270
Intentional misrepresentation or falsification of any information
IDPA ID Number: 36-247/301 in this cost report may be punishable by fine and/or imprisonment.
Date of Initial Licensefor Current Owners: 1975 (Signed)
Officer or (Date)
Type of Owner ship: Administrator |(Typeor Print Name) PAMELA ORR
of Provider
| VOLUNTARY,NON-PROFIT | X PROPRIETARY | GOVERNMENTAL (Title) ADMINISTRATOR
Charitable Corp. Individual State
Trust Partnership County (Signed) (SEE ATTACHED ACCOUNTANTS REPORT)
IRS Exemption Code Corporation Other (Date)
X ["Sub-S" Corp. Paid (Print Name  BOB KAGDA
Limited Liability Co. Preparer and Title) PARTNER
Trust
Other (Firm Name KRUPNICK, BOKOR, KAGDA & BROOKS,LTD
& Address) 3750 W DEVON, LINCOLNWOOD, IL 60712-1124
(Telephone) (847) 675-3585 Faxi(847)675-5777
MAIL TO: BUREAU OF HEALTH FINANCE
In the event there are further questions about thisreport, please contact: ILLINOISDEPT OF HEALTHCARE AND FAMILY SERVICES
Name: BOB KAGDA Telephone Number : (847) 675-3585 201 S. Grand Avenue East
Springtield, IL 62763-0001 Phone# (217) 782-1630




STATE OF ILLINOIS Page 2
Facility Name & 1D Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending:  12/31/2005
I11.  STATISTICAL DATA D. How many bed-hold days during thisyear were paid by the Department?
A. Licensure/certification level(s) of care; enter number of beds/bed days, 0 (Do not include bed-hold daysin Section B.)
(must agree with license). Date of change in licensed beds
E. List all services provided by your facility for non-patients.
1 2 3 4 (E.g., day care, "mealson wheels', outpatient ther apy)
NONE
Beds at Licensed
Beginning of Licensure Bedsat End of Bed Days During F. Doesthefacility maintain a daily midnight census? YES
Report Period Level of Care Report Period Report Period
G. Do pages3 & 4include expensesfor servicesor
1 245 Skilled (SNF) 245 89,425 1 investments not directly related to patient care?
2 Skilled Pediatric (SNF/PED) 2 YEs [ ] NO
3 Intermediate (ICF) 3
4 Intermediate/DD 4 H. Doesthe BALANCE SHEET (page 17) reflect any non-car e assets?
5 Sheltered Care (SC) 5 YEs [ ] NO
6 ICF/DD 16 or Less 6
I. On what date did you start providing long term care at thislocation?
7 245 TOTALS 245 89,425 7 Date started / /1975
J. Wasthefacility purchased or leased after January 1, 1978?
B. Census-For theentirereport period. YES [ |Date NO
1 2 3 4 5
Level of Care Patient Days by L evel of Care and Primary Sour ce of Payment K. Wasthefacility certified for Medicare during thereporting year?
M edicaid YES No [ ] If YES, enter number
Recipient Private Pay Other Total of beds certified 31 and days of care provided 3,120
8 [SNF 399 3,200 3,599 8
9 [SNF/PED 9 Medicare Intermediary MUTUAL OF OMAHA
10 |ICF 53,119 1,283 54,402 10
11 |ICF/DD 11 IV.ACCOUNTING BASIS
12 |SC 12 MODIFIED
13 [DD 16 OR LESS 13|  ACCRUAL casH* [ ] casH* [ ]
14 [TOTALS 53,518 1,283 3,200 58,001 | 14 Isyour fiscal year identical to your tax year? YES NO[ ]
C. Percent Occupancy. (Column 5, line 14 divided by total licensed Tax Year: 12/31/2005 Fiscal Year: 12/31/2005

bed dayson line 7, column 4.) 64.86%

* All facilities other than governmental must report on the accrual basis.




STATE OF ILLINOIE

Page 3

Facility Name & |D Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending: 12/31/2005
V. COST CENTER EXPENSES (throughout thereport, pleaseround to the nearest dollar)
Costs Per General Ledger Reclass- Reclassified Adjust- Adjusted FOR OHF USE ONLY
Operating Expenses Salary/Wage Supplies Other Total ification Total ments Total
A General Services 1 2 3 4 5 6 7 8 9 10
1 [ Dietary 320,532 71,223 21,612 413,367 413,367 413,367 1
2 | Food Purchase 315,298 (63,072) 252,226 (2,214) 250,012 2
3 | Housekeeping 56,307 49,928 106,235 106,235 106,235 3
4 | Laundry 96,330 41,943 8,302 146,575 146,575 146,575 4
5 | Heat and Other Utilities 260,509 260,509 260,509 260,509 5
6 | Mantenance 197,238 23,443 108,754 329,435 329,435 (15,933) 313,502 6
7 | Other (specity):* 69,854 69,854 69,854 69,854 7
8 | TOTAL General Services 670,407 501,835 469,031 1,641,273 (63,072) 1,578,201 (18,147) 1,560,054 8
[ B. Health Careand Programs
9 | Medicd Director 4,400 4,400 4,400 4,400 9
10 | Nursing and Medical Records 2,483,155 216,658 31,218 2,731,031 2,731,031 2,731,031 10
10a| Therapy 26,070 2,059 10,687 38,816 38,816 38,816 10a
11 [ Activities 105,526 8,871 114,397 114,397 114,397 1
12 | Socid Services 90,812 676 91,488 91,488 91,488 12
13 | CNA Training 13
14 | Program Transportation 14
15 [ Other (specify):* 15
16 |TOTAL Health Care and Programs 2,705,563 227,588 46,981 2,980,132 2,980,132 2,980,132 16
[ C. General Administration
17 | Administrative [ 46,803 | 467,803 467,803 48,242 419,561 17
18 | Directors Fees 18
19 | Professional Services 221,224 221,224 221,224 (23,386) 203,838 19
20 | Dues, Fees, Subscriptions & Promotions 38,381 38,381 38,381 (19,944) 18,437 20
21 | Clerical & General Office Expenses 51,845 223,584 223,584 (9,458) 214,126 21
22 | Employee Benefits & Payroll Taxes 951,478 951,478 63,072 1,014,550 (2,420) 1,012,130 22
23 | Inservice Training & Education 2,535 2,535 2,535 2,535 23
24 | Travel and Seminar 24
25 | Other Admin. Staff Transportation ] 2,708 2,708 2,708 2,708 25
26 | Insurance-Prop.Liab.Malpractice 232,393 232,393 232,393 232,393 26
27 | Other (specify):* 120,000 120,000 120,000 (120,000) 27
28 |TOTAL General Administration 592,771 46,771 1,626,564 2,266,106 63,072 2,329,178 (223,450) 2,105,728 28
TOTAL Operating Expense
29 |(sum of lines 8. 16 & 28) 3,968,741 776,194 2,142,576 6,887,511 6,887,511 (241,597) 6,645,914 29

* Attach a scheduleif morethan onetype of cost isincluded on thisline, or if thetotal exceeds $1000.

NOTE: Include a separ ate schedule detailina the reclassifications made in column 5. Be sureto include a detailed explanation of each reclassification.




LINE

Facility Name & ID# WILLIAM L DAWSON NURSING HOME #0020404  Report Period Beginning: 01/01/2005 Ending: 12/31/2005
V.COST CENTER EXPENSES PAGE 3 COLUMN 3 OTHER
SCHED REF TOTAL LINE SCHED REF TOTAL
DIETARY ] 10 [NURSING ]
DIETITIAN CONSULTANT XVIII B 35-2 17,470 CONTRACT NURSING XVIII C 53-2 19,232
REPAIRS & MAINTENANCE 4,142 LABORATORY & XRAY EXPENSE 0
0 21,612 PURCHASED SERVICES 460
HOUSEKEEPING PSYCHO-SOCIAL CONSULTANT XVIIB __ -2 0
0 RESTORATIVE NURSING CONSULTAN" XVIII B 38-2 0
0 0 MEDICAL RECORDS CONSULTANT XVIII B 37-2 3,360
LAUNDRY PHARMACY CONSULTANT XVIII B 39-2 0
EQUIPMENT REPAIRS & MAINTENANCE 8,302 UTILIZATION REVIEW FEES XVIIB _ -2 0
0 8,302 PHYSICIANS XVIIB _ -2 0
HEAT & OTHER UTILITIES PSYCHIATRIC XVIIB _ -2 0
GAS HEAT 153,249 RN CONSULTANT XVIII B 38-2 8,166
ELECTRICITY 81,919 0
WATER 22,908 0 31,218
CABLE TV - LOBBY 2,433 10a THERAPY
0 260,509 PHYSICAL THERAPY SERVICES
MAINTENANCE SPEECH THERAPY SERVICES 0
GROUNDS MAINTENANCE 200 OCCUPATIONAL THERAPY SERVICES 0
PAINTING & DECORATING 20,684 REHABILITATION CONSULTANT XVIIB __ -2 0
BUILDING REPAIRS 4,383 PHYSICAL THERAPY CONSULTANT XVIII B 40-2 3,827
MAINTENANCE TRAVEL 0 OCCUPATIONAL THERAPY CONSULTA XVIII B 41-2 2,964
EQUIPMENT MAINTENANCE & REPAIR 44,737 RESPIRATORY THERAPY CONSULTAN XVIII B 42-2 0
ELEVATOR MAINTENANCE & REPAIR 13,477 SPEECH THERAPY CONSULTANT XVIII B 43-2 3,896 10,687
OUTSIDE LABOR 8,110 11 ACTIVITIES
EXTERMINATING SERVICE 9,905 CABLE TV - PATIENT ROOMS 0
FIRE SERVICE 4,532 ACTIVITY REHAB CONSULTANT XVIII B 44-2 0
AMORT - DEFERRED DECORATING 2,726 0 0
0 12 SOCIAL SERVICES
SOCIAL REHABILITATION SERVICES 0
OTHER SOCIAL REHABILITATION CONSULTAN XVIII B 45-2 0
SCAVENGER SOCIAL WORKER XVIII B 45-2 676
SECURITY SERVICE 0 676
MEDICAL DIRECTOR 13 NURSE AIDE TRAINING
MEDICAL DIRECTOR FEES  XVIII B 36-2 NURSE AIDE TRAINING COSTS Xl 0 0




LINE
14

17

18
19

20

21

Facility Name & ID Number WILLIAM L DAWSON NURSING HOME #0020404  Report Period Beginning:  01/01/2005 Ending: 12/31/2005
V.COST CENTER EXPENSES PAGE 3 COLUMN 3 OTHER
SCHED REF TOTAL SCHED REF TOTAL
PROGRAM TRANSPORTATION 22 [EMPLOYEE BENEFITS & PAYROLL TAXES
PATIENT TRANSPORTATION 0 0 FICA TAXES XIXD| 299,695
UNEMPLOYMENT COMPENSATION XIXD| 89,237
ADMINISTRATIVE | WORKERS COMPENSATION INSURANC XIxD| 110,544
MANAGEMENT FEES XIX B 0 0 HOSPITALIZATION INSURANCE XIX D| 409,225
DIRECTORS FEES 0 0 EMPLOYEE BENEFITS - OTHER XIXD| 17,604
PROFESSIONAL SERVICES - R EMPLOYEE PHYSICAL EXAMS XIX D 0
DATA PROCESSING XX Cc| 19,792 INSURANCE - EXECUTIVE LIFE VI 21/XIX D 2,420
ADMINISTRATIVE CONSULTANTS XIX C 0 PENSION/PROFIT SHARING PLANS xixD| 14,833
PROFESSIONAL FEES XIX C| 207,432 CHICAGO HEAD TAX XIX D 7,920 | 951,478
0] 227,224] 23  [INSERVICE TRAINING & EDUCATION
FEES,SUBSCRIPTIONS,PROMOTIONS ] EDUCATION & SEMINARS
ENTERTAINMENT & MARKETING VI 19 XIX F 0
ADV & PROMO-NON PATIENT RELATED VI 25 XIX F 1,524 24 [TRAVEL & SEMINARS I
EMPLOYEE WANT ADS XIX F 1,972 EDUCATION & SEMINARS XIX G 0
CONTRIBUTIONS VI 20 XIX F 3,495 TRAVEL XIX G 0
DUES & SUBSCRIPTIONS XX F| 11,977 0
LICENSES & PERMITS XIXF| 4,056 0 0]
PUBLIC RELATIONS-PATIENT RELATED XIXF| 5665 25  |ADMIN. STAFF TRANSPORTATION
ADVERTISING-YELLOW PAGES VI 28 XIX F 5,217 TRANSPORTATION - STAFF 2,708 2,708 |
TRUST FEES / FRANCHISE TAX / ETC VI 17 XIX F 530
CONTRIBUTIONS - POLITICAL VI 20 XIX F 3,513 26 [INSURANCE - PROP. LIAB & MALPRACTICE _—'
HEALTH CARE WORKER BACKGROUND CHEC XIX F 432 | 38,381 GENERAL INSURANCE 232,393 | 232,393
CLERICAL & GENERAL OFFICE EXPENSES
BANK CHARGES (INCLUDES NO OVERDRAFT CHARGES) 499 27 |OTHER I
EQUIPMENT REPAIR & MAINTENANCE 10,446 BAD DEBTS vi24] 120,000
OUTSIDE CLERICAL SERVICES 0 120,000
PENALTIES / OVERDRAFT CHARGES Vi 18 9,458
HOME OFFICE EXPENSE 0
THEFT & DAMAGE LOSS 333
TELEPHONE 30,405 GRAND TOTAL COLUMN 3 OTHER
MESSENGER SERVICE 704
o] 51,845




WILLIAM L DAWSON NURSING HOME

805
1,573
2,791
1,172

240
3,097

1,820
624
2,631
37
6.374

21,872

WILLIAM L DAWSON
PROFESSIONAL FEES
12/31/05

HDSI

ACCU-MED

MEDIFAX-EDI

ADMINASTAR

E HEALTH DATA SOLUTIONS
CERIDIAN

EMDEON BUSINESS SERVICE
KBKB

FR&R

DISTELDORF LTD

SACHNOFF & WEAVER

NEAL GERBER & EISENBERG
MYERS MILLER & KRAUSKOPF
SRZ LAW

GOLD & RATNER

JOHNSON & BELL
ECONOCARE

EXPERTEK CYBER SOLUTIONS
ADVANTAGE MARKETING PROF.
HAMILIN & BURTON
DIANE-CAROLE REPORTING
CITISTREET RETIREMENT SERVICES
FR&R

HOWARD C EGLIT

PEELO & ASSOC

LASALLE BANK

BRUCE E ROBINSON MD MPH

PAGE 21 SCHEDULE XIXC

DATA PROCESSING

DATA PROCESSING

DATA PROCESSING

DATA PROCESSING

DATA PROCESSING

DATA PROCESSING

DATA PROCESSING
ACCOUNTING

ACCOUNTING

ACCOUNTING

LEGAL

LEGAL

LEGAL

LEGAL

LEGAL

LEGAL

PURCHASING CONSULTANT
WEB HOSTING FEE
MARKETING - DISALLOWED - SEE PG 5A LINE 3
LIABILITY MANAGEMENT
COURT REPORTER

401K ADMINISTRATOR

MED B BILLING
ARBITRATOR

M/C COST REPORTING
LETTER OF DISCLOSURES
REVIEW RESIDENT FILE FOR LAWYER

4,223
3,000

110
1,584
3,263
7,530

20,483

950
33,215
18,475
18,143
27,220

227,224

EMPLOYEE MEAL RECLASSIFICATION (PAGE 3 SCHEDULE V COLUMN 5 LINES 2 AND 22) WILLIAM L DAWSON
12/31/2005 TRANSPORTATION - STAFF
12/31/05 ACCT #18370
AMER ROSA COLLINS cmy SECY OF
TOTAL FOOD PURCHASE 315,298 PATIENT MEALS 174003 R ey A O O AL
LESS SALES TAX (2,214) ADD EMPLOYEE MEALS 43800 IAN 19774 12774
---------------------------- FEB 167.30 33.00 200.30
NET FOOD 313,084 TOTAL MEALS/YEAR 217803 MAR 71.54 71.54
APR 201.25 201.25
MAY 185.07 150.00 335.07
TOTAL PATIENT CENSUS 58,001 NET FOOD 313084 JUN 22491 22491
TIME 3 MEALS PER DAY 3 DIVIDE TOTAL MEALS/YEAR 217803 JuL 314.24 314.24
______________ AUG 203.85 203.85
TOTAL PATIENT MEALS 174003 COST PER MEAL 1.44 giﬁ gg‘é-gi o ;g-gg Z‘iggi
TIME EMPLOYEE MEALS 43800 NOV 178.08 78.00 256.08
ADD # EMPLOYEE MEALS/DAY 120 - -- DEC 127.95 127.95
TIME # DAYS 365 EMPLOYEE MEAL RECLASSIFICATION 63072 FRINGE (535.39)  (535.39,
TOTAL EMPLOYEE MEALS 43800 TOTAL 2,746.58 113.00 150.00 234.00  (535.39) 2,708.19
banking, maintenance, & activities, transportation
WILLIAM L DAWSON
EDUCATION & SEMINAR WILLIAM L DAWSON
12/31/05 EQUIPMENT RENTAL PAGE 14 SCHEDULE Xl B LINE 16
12/31/05
ACCT #18180
PERSONNEL COST OF | |PROFESSIONAL MEDICAL NURSING EQUIPMENT
DATE INV.  SPONSOR OF SEMINAR SEMINAR PURPOSE/SEMINAR DESCRIPTION ATTENDING LOC SEMINAR| [RH MEDICAL NURSING EQUIPMENT
PEL/VIP NURSING EQUIPMENT
04/13/05 X ICLTC NEW CMS REQUIREMENTS FOR PRESSURE ULCERS KIM ALAINYAH IL 285.00| |MEDIQ/PRN NURSING EQUIPMENT
PAMELA ORR JOHNSON WATER TREATMENT
THOMAS WALTON EMPIRE COOLER SERVICE ICE MACHINE
06/31/05 X VALARIE BARTEL MS,RD,LDN  SANITATION COURSE WILFRED ELEAZER IL 450.00| [HINCKLEY WATER COOLER
RONALD HARRIS PITNEY BOWES POSTAGE METER
DEMETRAL WILLIAMS IMAGISTICS OFFICE EQUIPMENT
08/31/05 X ALZHEIMER'S ASSOC IL DEMENTIA CARE TRAIN THE TRAINER PROGRAM CHARLES DREW IL 75.00| |MARLIN LEASING COPIER
X ICLTC IN DEPTH TRAINING FOR WOUND CARE NURSES KIM AKAINYAH IL 145.00 | |AMERICAN EXPRESS PARTY ITEMS RENTAL
X ICLTC IN DEPTH TRAINING FOR WOUND CARE NURSES LISA GABRIEL IL 145.00| |PUBLIC STORAGE STORAGE
X LIFE SERVICES NETWORK 53 RUG GROUP:A REFINEMENT OR A DISAPPOINTMENT CHERYL MARTIN IL 165.00
9/30/05 | X ICLTC COMPLYING WITH THE NEW OBRA CONTINENCE REQUIREMENTS PAMELA ORR IL 95.00
X SOUTH SUBURBAN COLLEGE  ACTIVITY DIRECTOR COURSE CHRON CROSS IL 395.00
10.21.05 X IL HEALTH CARE ASSOC MEDICARE PART D - PARTII PAMELA ORR IL 200.00
11.04.05 X IL HEALTH CARE ASSOC ASSISTED LIVING & SUPPORTIVE LIVING FACILITES SYMPOSIUM PAMELA ORR IL 275.00
11.28.05 X AMERICAN COLLEGE HEALTH MARKETING FOR PROFITABLE RESULTS PAMELA ORR IL

TOTAL

305.00

2,535.00




STATE OF ILLINOIS Page 4
Facility Name & 1D Number WILLIAM L DAWSON NURSING HOME #0020404 Report Period Beginning: 01/01/2005 Ending: 12/31/2005
V. COST CENTER EXPENSES (continued)
Cost Per General L edger Reclass- Reclassified Adjust- Adjusted FOR OHF USE ONLY
Capital Expense Salary/Wage Other Total ification Total ments Total
[ D. Ownership 1 3 4 5 6 7 8 9 10
30 | Depreciation 94,151 94,151 94,151 68,339 162,490 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest 107,931 107,931 107,931 (13,634) 94,297 32
33 | Real Estate Taxes 284,379 284,379 284,379 284,379 33
34 | Rent-Facility & Grounds 34
35 | Rent-Equipment & Vehicles 31,794 31,794 31,794 31,794 35
36 | Other (specity):* MIPINS 8,753 8,753 8,753 8,753 36
37 [TOTAL Ownership 527,008 527,008 527,008 581,713
Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation 38
39 [ Ancillary Service Centers 126,977 417,655 544,632 544,632 544 632 39
40 | Barber and Beauty Shops 40
41 | Coftee and GItt Shops 41
42 | Provider Participation Fee 134,138 134,138 134,138 134,138 42
43 | Other (specity):* 43
44 |TOTAL Special Cost Centers 126,977 551,793 678,770 678,770 678,770 44

GRAND TOTAL COST
45 |(sum of lines 29, 37 & 44) 3,968,741 903,171 3,221,377 8,093,289 8,093,289 (186,892) 7,906,397 45

*Attach a scheduleif more than one type of cost isincluded on thisline, or if the total exceeds $1000.



Facility Name & ID Number WILLIAM L DAWSON NURSING HOME

# 0020404

STATE OF ILLINOIS

Report Period Beginning:

01/01/2005

Ending:

Page 5
12/31/2005

V1. ADJUSTMENT DETAIL

A. The expensesindicated below are non-allowable and should be adjusted out of Schedule V, pages 3 or 4 via column 7.

In column 2 below, reference the line on which the particular cost wasincluded. (Seeinstructions.)

1 2 3
Refer- | OHF USE B. It there are expenses experienced by the tacility which do not appear in the
NON-ALLOWABLE EXPENSES Amount ence ONLY general ledger, they should be entered below.(See instructions.)
1 | Day Care $ $ 1 1 2
2 | Other Care for Outpatients 2 Amount Reference
3 | Governmental Sponsored Special Programs 3 31 | Non-Paid Workers-Attach Schedul e $ 31
4 | Non-Patient Meals 4 32 | Donated Goods-Attach Schedule* 32
5 | Telephone, TV & Radio in Resident Rooms 5 Amortization of Organization &
6 | Rented Facility Space 6 33 | Pre-Operating Expense 33
7 | Sdleof Suppliesto Non-Patients 7 Adjustments for Related Organization
8 [ Laundry for Non-Patients 8 34 | Costs (Schedule VII) 34
9 | Non-Straightline Depreciation 68,339 | 30 9 35 | Other- Attach Schedule 35
10 [ Interest and Other Investment Income (13,615)[ 32 10 36 [SUBTOTAL (B): (sum of lines 31-35) $ 36
11 | Discounts, Allowances, Rebates & Refunds 11 (sum of SUBTOTALS
12 [ Non-Working Officer's or Owner's Salary 12 37 |TOTAL ADJUSTMENTS (A)and (B)) $ (186,892) 37
13 | Sales Tax (2,214 2 13
14 | Non-Care Related Interest (29 32 14 *These costs are only allowableif they are necessary to meet minimum
15 | Non-Care Related Owner's Transactions 15 licensing standards. Attach a schedule detailing the itemsincluded
16 | Personal Expenses (Including Transportation) 16 on theselines.
17 [ Non-Care Related Fees (530)] 20 17
18 | Fines and Pendlties (9458)| 21 18 C. Arethefollowing expensesincluded in Sections A to D of pages 3
19 | Entertainment 19 and 4? If so, they should bereclassified into Section E. Please
20 | Contributions (7,008)| 20 20 reference the line on which they appear beforereclassification.
21 | Owner or Key-Man Insurance (2,420)| 22 21 (Seeinstructions.) 1 2 3 4
22 | Special Legal Fees & Lega Retainers 22 Yes| No Amount [Reference
23 | Mapractice Insurance for Individuals 23 38 | Medically Necessary Transport. X |[$ 38
24 | Bad Debt (120,000)| 27 24 39 39
25 | Fund Raising, Advertising and Promotional (7,189)| 20 25 40 | Gift and Coffee Shops X 40
Income Taxes and T1Tinois Personal 41 | Barber and Beauty Shops X 41
26 | Property Replacement Tax 26 47 | Laboratory and Radiology X a7
27 | CNA Tramning for Non-Employees 27 43 | Prescription Drugs X 43
28 | Yellow Page Aavertising (5,217)] 20 26 44 | exceptional Care Program X 44
29 | Other-Attach Schedule (o/,9601) 29 45 | Other-Attach Schedule 45
30 | SUBTOTAL (A): (Sum of lines 1-29) $ (186,892) $ 30 46 | Other-Attach Schedule 46
47 | TOTAL (C): (sum of lines 38-46) $ 47
OHF USE ONLY
45 [ 49 | [ 90 | [ 91 | o2 |




STATE OF ILLINOIS Page 5A
WILLIAM L DAWSON NURSING HOME
I1D# 0020404
Report Period Beginning: 01/01/2005
Ending: 12/31/2005
Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference

1 |DEFERRED MAINTENANCE $ (15,933) 6 1
2 [MARKETING SALARIES (48,242) 17 2
3 [MARKETING CONSULTANT-ADVANTAGE MKT (23,386) 19 3
4 4
5 5
6 6
7 7
8 8
9 9
10 10
11 11
12 12
13 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 25
26 26
27 27
28 28
29 29
30 30
31 31
32 32
33 33
34 34
35 35
36 36
37 37
38 38
39 39
40 40
41 41
42 42
43 43
44 44
45 45
46 46
47 47
48 48
49 |Total (87,561) 49




STATEOF ILLINOIS

Summary A

Facility Name & 1D Number  WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005  Ending: 12/31/2005
SUMMARY OF PAGESS5, 5A, 6, 6A, 6B, 6C, 6D, 6E, 6F, 6G, 6H AND 6l
SUMMARY
Oper ating Expenses PAGES PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE TOTALS

A. General Services 5& 5A 6 6A 6B 6C 6D 6E 6F 6G 6H 6l (toSch V, col.7)
1 | Dietary 0 0 0 0 0 0 0 0 0 0 0 0| 1
2 | Food Purchase (2,214) 0 0 0 0 0 0 0 0 0 0 (2,214)| 2
3 | Housekeeping 0 0 0 0 0 0 0 0 0 0 0 of 3
4 | Laundry 0 0 0 0 0 0 0 0 0 0 0 0| 4
5 | Heat and Other Utilities 0 0 0 0 0 0 0 0 0 0 0 0| 5
6 | Maintenance (15,933) 0 0 0 0 0 0 0 0 0 0 (15,933) 6
7 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 7
8 | TOTAL General Services (18,147) 0 0 0 0 0 0 0 0 0 0 (18,147) 8

B. Health Careand Programs |
9 | Medical Director 0 0 0 0 0 0 0 0 0 0 0 0| 9
10 | Nursing and Medical Records 0 0 0 0 0 0 0 0 0 0 0 0| 10
10a| Therapy 0 0 0 0 0 0 0 0 0 0 0 0| 10a
11 | Activities 0 0 0 0 0 0 0 0 0 0 0 0| 11
12 | Social Services 0 0 0 0 0 0 0 0 0 0 0 0] 12
13 | CNA Training 0 0 0 0 0 0 0 0 0 0 0 0| 13
14 | Program Transportation 0 0 0 0 0 0 0 0 0 0 0 Of 14
15 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 15
16 [TOTAL Health Careand Programg 0 0 0 0 0 0 0 0 0 0 0 0| 16

C. General Administration

17 | Administrative (48,242) 0 0 0 0 0 0 0 0 0 0 (48,242)| 17
18 | Directors Fees 0 0 0 0 0 0 0 0 0 0 0 0| 18
19 | Professional Services (23,386) 0 0 0 0 0 0 0 0 0 0 (23,386)| 19
20 | Fees, Subscriptions & Promotions (19,944) 0 0 0 0 0 0 0 0 0 0 (19,944)| 20
21 | Clerical & Genera Office Expenses (9,458) 0 0 0 0 0 0 0 0 0 0 (9,458)( 21
22 | Employee Benefits & Payroll Taxes (2,420) 0 0 0 0 0 0 0 0 0 0 (2,420)( 22
23 | Inservice Training & Education 0 0 0 0 0 0 0 0 0 0 0 0 23
24 | Travel and Seminar 0 0 0 0 0 0 0 0 0 0 0 0| 24
25 | Other Admin. Staff Transportation 0 0 0 0 0 0 0 0 0 0 0 0| 25
26 | Insurance-Prop.Liab.Malpractice 0 0 0 0 0 0 0 0 0 0 0 0| 26
27 | Other (specify):* (120,000) 0 0 0 0 0 0 0 0 0 0 (120,000)( 27
28 |TOTAL General Administration (223,450) 0 0 0 0 0 0 0 0 0 0 (223,450)| 28
TOTAL Operating Expense
29 |(sum of lines 8,16 & 28) (241,597) 0 0 0 0 0 0 0 0 0 0 (241,597)| 29




STATE OF ILLINOIS Summary B
Facility Name & 1D Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending: 12/31/2005
SUMMARY OF PAGESS5, 5A, 6, 6A, 6B, 6C, 6D, 6E, 6F, 6G, 6H AND 6l
SUMMARY
Capital Expense PAGES PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE TOTALS

D. Ownership 5& BA 6 6A 6B 6C 6D 6E 6F 6G 6H 6l (to Sch V, cal.7)
30 | Depreciation 68,339 0 0 0 0 0 0 0 0 0 0 68,339 | 30
31 | Amortization of Pre-Op. & Org. 0 0 0 0 0 0 0 0 0 0 0 0f a1
32 | Interest (13,634) 0 0 0 0 0 0 0 0 0 0 (13,634)( 32
33 | Real Estate Taxes 0 0 0 0 0 0 0 0 0 0 0 0f 33
34 | Rent-Facility & Grounds 0 0 0 0 0 0 0 0 0 0 0 of 34
35 | Rent-Equipment & Vehicles 0 0 0 0 0 0 0 0 0 0 0 0f 35
36 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 36
37 [TOTAL Ownership 54,705 0 0 0 0 0 0 0 0 0 0 54,705 | 37

Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation 0 0 0 0 0 0 0 0 0 0 0 Of 38
39 | Ancillary Service Centers 0 0 0 0 0 0 0 0 0 0 0 0f 39
40 | Barber and Beauty Shops 0 0 0 0 0 0 0 0 0 0 0 0| 40
41 | Coffee and Gift Shops 0 0 0 0 0 0 0 0 0 0 0 0f 41
42 | Provider Participation Fee 0 0 0 0 0 0 0 0 0 0 0 0f 42
43 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 43
44 [TOTAL Special Cost Centers 0 0 0 0 0 0 0 0 0 0 0 0| 44

GRAND TOTAL COST
45 [(sum of lines 29, 37 & 44) (186,892) 0 0 0 0 0 0 0 0 0 0 (186,892) 45




Facility Name & 1D Number

STATE OF ILLINOIS

WILLIAM L DAWSON NURSING HOME #

0020404

Report Period Beginning:

01/01/2005

Page 6
Ending: 12/31/2005

VIl. RELATED PARTIES
A. Enter below the names of ALL owners and related organizations (parties) as defined in the instructions. Attach an additional schedule if necessary.

1 2 3
OWNERS RELATED NURSING HOMES OTHER RELATED BUSINESSENTITIES
Name Owner ship % Name City Name City Type of Business
B. Areany costsincluded in thisreport which are aresult of transactionswith related organizations? Thisincludesrent,
management fees, purchase of supplies, and so forth. |:| YES NO
If yes, costsincurred asaresult of transactionswith related or ganizations must be fully itemized in accor dance with
theinstructionsfor determining costs as specified for thisform.
1 2 3 Cost Per General L edger 4 5 Cost to Related Organization 6 7 8 Difference:
Per cent Operating Cost Adjustmentsfor
ScheduleV | Line [tem Amount Name of Related Organization of of Related Related Organization
Owner ship Organization Costs (7 minus 4)
1 Vv $ $ $ 1
2 V 2
3 V 3
4 V 4
5 V 5
6 V 6
7 V 7
8 V 8
9 V 9
10 V 10
11 V 11
12 V 12
13 V 13
14 [Tor [ I S « = 1

* Total must agree with the amount recorded on line 34 of Schedule V1.




STATE OF ILLINOIS

Page 7

Facility Name & ID Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending: 12/31/2005
VII. RELATED PARTIES (continued)
C. Statement of Compensation and Other Paymentsto Owners, Relatives and Members of Board of Directors.
NOTE: ALL owners ( even those with less than 5% ownership) and their relatives who receive any type of compensation from this home
must be listed on this schedule.
1 2 3 4 5 6 7 8
Average Hour s Per Work
Compensation Week Devoted to this Compensation I ncluded Schedule V.
Received Facility and % of Total in Costsfor this Line&
Ownership From Other Work Week Reporting Period** Column

Name Title Function Interest Nursing Homes* Hours Per cent Description Amount Reference
1 | PAMELA ORR ADMINISTRATOR [ADMIN 100% [NONE 40| 100.00 |SALARY $ 129,447 17-1 1
2 | MARJORIE MARTIN ASST ADMIN ADMIN BY " " 40| 100.00 |" " 55,123 17-1 2
3 | CHERYL MARTIN CONTROLLER ACCOUNTING |ATTRIBU-|" 40| 100.00 114,833 17-1 3
4 | ROBYN MARTIN ASST ADMIN ADM/EMPL REL| TION 20 50.00 48,242 17-1 4
5 ! " ASST ADMIN MARKETING** " " 20 50.00 48,242 17-1 5
6 | SHERRIE MARTIN MED RECORDS MED RECORDS 40|  100.00 18,877 10-1 6
7 7
8 8
9 ** DISALLOWED ON PAGES5A LINE 1 9
10 10
11 11
12 12
s T rora, s auare 13

* If the owner(s) of this facility or any other related parties listed above have received compensation from other nursing homes, attach a schedule detailing the name(s)
of the home(s) as well as the amount paid. THIS AMOUNT MUST AGREE TO THE AMOUNTS CLAIMED ON THE THE OTHER NURSING HOMES' COST REPORTS.

** This must include all forms of compensation paid by related entities and allocated to Schedule V of this report (i.e., management fees).
FAILURE TO PROPERLY COMPLETE THIS SCHEDULE INDICATING ALL FORMS OF COMPENSATION RECEIVED FROM THIS HOME,
ALL OTHER NURSING HOMES AND MANAGEMENT COMPANIES MAY RESULT IN THE DISALLOWANCE OF SUCH COMPENSATION




STATE OF ILLINOIS

Page 8

Facility Name & |D Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending: 2/31/2005
VIII. ALLOCATION OF INDIRECT COSTS
Name of Related Organization
A. Arethereany costsincluded in thisreport which were derived from allocations of central office Street Address
or parent organization costs? (Seeinstructions.) YES[ | NO City / State/ Zip Code
Phone Number ( )
B. Show the allocation of costsbelow. If necessary, please attach worksheets. Fax Number ( )
1 2 3 4 5 6 7 8 9
Schedule V Unit of Allocation Number of Total Indirect Amount of Salary
Line (i.e.,Days, Direct Cost, Subunits Being Cost Being Cost Contained Facility Allocation
Reference Item Squar e Feet) Total Units Allocated Among Allocated in Column 6 Units (cal.8/col.4)x col.6
1 $ $ 1
2 2
3 3
4 4
5 5
6 6
7 7
8 8
9 9
10 10
11 11
12 12
13 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 [Totars [ s $ s 25




STATE OF ILLINOIS Page 9
Facility Name & 1D Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending: 12/31/2005

IX. INTEREST EXPENSE AND REAL ESTATE TAX EXPENSE
A.Interest: (Complete details must be provided for each loan - attach a separate scheduleif necessary.)

1 2 3 4 5 6 7 8 9 10
Reporting
Monthly Maturity | Interest Period
Name of Lender Related** Purpose of L oan Payment Date of Amount of Note Date Rate Interest
YES| NO Required Note Original Balance (4 Digits) Expense
A. Directly Facility Related
Long-Term
1 [REILLY MORTGAGE X |[MORTGAGE $11,475.49 103/16/04 |$ 1,792,800 |$ 1,734,554 103/16/28 5.8200|$ 102,084 | 1
2 |AMORTIZATION-LOAN FEES X |AMORTIZATION OVER LIFE OF LOAN 288 MONTHS 56,710 52,378 2,363 | 2
3 3
4 4
5 5
- Working Capital
6 [INSURANCE FINANCING X |INSURANCE FINANCING 3465 | 6
7 7
8 8
9 [ TOTAL Facility Related $11,475.49 $ 1,849,510 |$ 1,786,932 $ 107,912 | 9
- B. Non-Facility Related*

10 |IRS, IDR,ETC X |LATE FEES 19| 10
11 11
12 12
13 13
14 |TOTAL Non-Facility Related $ 19| 14
15 | TOTALS (line 9+linel4) $ 1,849,510 |$ 1,786,932 107,931 | 15
16) Pleaseindicate the total amount of mortgage insurance expense and the location of this expense on Sch. V. $ 9,000 Line# 36-3

* Any interest expensereported in this section should be adjusted out on page 5, line 14 and, consequently, page 4, col. 7.
(Seeinstructions.)

** |f thereis ANY overlap in ownership between the facility and the lender, thismust be indicated in column 2.
(Seeinstructions.)



STATE OF ILLINOIS

Page 10

Facility Name & ID Number WILLIAM L DAWSON NURSING HOME # 0020404 Report Period Beginning: 01/01/2005 Ending: 12/31/2005
IX. INTEREST EXPENSE AND REAL ESTATE TAX EXPENSE (continued’
B. Real Estate Taxes
Important, please see the next worksheet, "RE_Tax". The real estate tax statement and
1. Real Estate Tax accrual used on 2004 report. bill must accompany the cost report. $ 274,940 | 1
2. Real Estate Taxes paid during the year: (Indicate the tax year to which this payment applies. If payment covers more than one year, detail below.) $ 278,269 | 2
3. Under or (over) accrua (line 2 minusline 1). $ 3329 | 3
4. Real Estate Tax accrua used for 2005 report. (Detail and explain your calculation of this accrual on the lines below.) $ 281,050 | 4
5. Direct costs of an appeal of tax assessments which has NOT been included in professional fees or other general operating costs on Schedule V, sections A, B or C.
(Describe appeal cost below. Attach copies of invoices to support the cost and a copy of the appeal filed with the county. $ 5
6. Subtract arefund of real estate taxes. Y ou must offset the full amount of any direct appeal costs
classified as areal estate tax cost plus one-half of any remaining refund.
TOTAL REFUND $ For TaxYear. (Attach a copy of the real estate tax appeal board's decision.) $ 6
7. Real Estate Tax expense reported on Schedule V, line 33. This should be a combination of lines 3 thru 6. $ 284,379 | 7
Real Estate Tax History:
Real Estate Tax Bill for Calendar Y ear: 2000 292,487 8 FOR OHF USE ONLY
2001 300,094 9
2002 303,459 10 13 | FROMR. E. TAX STATEMENT FOR 2004 $ 13
2003 272,222 11
2004 278,269 12 14 | PLUS APPEAL COST FROM LINE 5 $ 14
THE CURRENT YEAR REAL ESTATE TAX ACCRUAL ISBASELC
ON ~101% OF THE PRIOR YEAR REAL ESTATE TAX BILL 15 | LESS REFUND FROM LINE 6 $ 15
THE PAYMENT ONLINE 2 APPLIESTO THE 2004 TAX BILL. 16 | AMOUNT TO USE FOR RATE CALCULATION $ 16
NOTES: 1. Pleaseindicate a negative number by use of brackets( ). Deduct any overaccrual of

taxesfrom prior year.
2. If facility isa non-profit which paysreal estate taxes, you must attach a denial of an
application for real estatetax exemption unlessthe buildingisrented from a for-profit entity.
This denial must be no more than four years old at the time the cost report is filed.




IMPORTANT NOTICE
TO: Long Term Care Facilities with Real Estate Tax Rates RE: 2004 REAL ESTATE TAX COST DOCUMENTATION

In order to set the real estate tax portion of the capital rate, it is necessary that we obtain additional information regarding
your calendar 2004 real estate tax costs, as well as copies of your original real estate tax bills for calendar 2004.

Please complete the Real Estate Tax Statement below and forward with a copy of your 2004 real estate tax bill to the
Department of Public Aid, Bureau of Health Finance, 201 South Grand Avenue East, Springfield, lllinois 62763.

Please send these items in with your completed 2005 cost report. The cost report will not be considered complete
and timely filed until this statement and the corresponding real estate tax bills are filed. If you have any questions,
please call the Bureau of Health Finance at (217) 782-1630.

2004 LONG TERM CARE REAL ESTATE TAX STATEMENT
FACILITY NAME  WILLIAM L DAWSON NURSING HOME COUNTY  COOK

FACILITY IDPH LICENSE NUMBER 0020404

CONTACT PERSON REGARDING THIS REPORT BOB KAGDA

TELEPHONE ( 847 ) 675-3585 FAX #. ( 847 ) 6755777

A. Summary of Real Estate Tax Cost

Enter the tax index number and real estate tax assessed for 2004 on the lines provided below. Enter only the portion of the
cost that applies to the operation of the nursing home in Column D. Real estate tax applicable to any portion of the nursing
home property which is vacant, rented to other organizations, or used for purposes other than long term care must not be
entered in Column D. Do no